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Much of the discussion about prison health care in the past few years has focused on whether the prison medical service* should be incorporated into the National Health Service. Some critics have tended to see this as an answer to all the ills of the service, and the prison department has taken the threat seriously enough to devote most of the part of its 1981 annual report dealing with health and medical services to reasons why it would not be a good idea.' In this article I outline how the medical services are organised and then consider what might be lost and what might be gained by reorganising the service so that it was either part of the NHS or at least responsible to the Department of Health and Social Security. Interestingly, in Scotland and Northern Ireland prison health services are already organised in a different way.
Organisation of the prison medical service
The prison medical service is part of the prison department, which in its turn is part of the Home Office. The medical service has a director who is and always has been a doctor, and he sits on the Prisons Board, which is chaired by the director general of the prison service and runs the prisons in England and Wales. The director of the prison medical service thus plays a part in running the whole service. But it seems that he has a free hand with running the medical services and little to do with overall prison policy. The director is based in London and has under him a deputy director and four regional directors, all of whom are doctors and based in London.
The present director is Dr J L Kilgour, who started on 1 October and succeeded Dr Ronald Ingrey-Senn, who had been acting director since Dr James Orr resigned in July 1982. Dr Kilgour has never worked in the prison medical service, and this is the first time since the service started over 100 years ago that an "outsider" has become director. Dr Kilgour came from working with the World Health Organisation and had previously been a principal medical officer in the DHSS, making him, as it is quaintly put, an "inside outsider." His appointment has given rise to dinner table speculation as to why an outsider should be appointed: Does "most interesting patients," or telling them how to run the medical side of the prison. Some of the forensic psychiatrists who adopted a low key consultant role fitted in well, but most of those who aimed higher came to grief. Some of this failure must be blamed on the Home Office working party, which hadn't thought through exactly what it wanted the forensic psychiatrists to do and achieve. But another factor was the refusal of the Home Office to take up the recommendations of the working party: the junior appointments were never made, and only minimal continuing education was provided to prison doctors. A final factor was a clash not only of individual personalities but also of the characters of these two parts of the profession. Doctors 
The prison department simply states it as a given fact in its 1981 report that it would be impossible for a prisoner to choose his doctor, and then proceeds to use the point about quality as one of its central arguments for a prison medical service run by the Home Office. The "arrangements ... of central control over and ministerial accountability for medical services" ensure, it says, the quality of the service, which is especially important because of the prisoner's lack of choice. But then again, as the report says, the Home Secretary is not responsible for matters of clinical judgment-and it is surely this that most worries prisoners. Cynically, I might suggest that "central control" is more important to the prison department than it is to the prisoner, because the latter is unlikely to find it more difficult to complain about an NHS doctor than about a Home Office doctor.
How practical is integration?
A and were seen regularly in NHS hospitals and surgeries, then these worries might disappear. One practical result of such a change of image might be that recruitment became less of a problem. The other advantage of a regular interchange between prisons, hospitals, and surgeries would be that prison doctors would be less isolated and would not be in danger of practising a kind of medicine that lags behind the times.
Most prison doctors, and certainly the ones responsible for running the service, resent any assertion that prison doctors are isolated. They point out that the average prison has far more specialists passing through than the average general practice. Furthermore, most of the prisons that employ full time doctors have more than one. I visited only one prison, Long Lartin, that employed only one full time doctor, and he seemed both isolated and underemployed. He had a regular contact with a local general practitioner who came in each morning to do a surgery, but he saw few other doctors. The attendance of the general practitioner also meant that his workload was greatly reduced, and as Long Lartin contains about 400 young men in the middle of long sentences there seemed little for him to do. Nevertheless, such doctors are the exception among the 90 full time doctors.
Yet the worry about isolation extends beyond just lack of contact with other doctors. Prison doctors practise a restricted form of medicine with restricted patients in restricted circumstances, which may lead to them becoming both deficient as doctors and as "institutionalised" as the prisoners they are treating. The doctor who runs the Dutch prison medical service (to be described in a future article) has no doubt that being a full time prison doctor leads to a fall in the quality of the doctor and to the doctor becoming clouded about whether he is there for the sake of the prisoners or the authorities. For spoke to, except in Holland, were convinced that these special skills existed and that a part time service would thus inevitably be poorer than a full time one. I remain unconvinced.
Questions of priority
In listing its reasons why the prison medical service should not become part of the NHS, the prison department doesn't mention the probability that if the money for prison health care had to come out of NHS funds then the service in all likelihood would be trimmed back to something skeletal. If prisoners had to compete with pregnant women, babies, and patients in renal failure for limited health resources then they would probably be worse off than at the moment. Currently, in England and Wales there are 79 full time and 98 part time doctors, and 900 hospital officers (the prison equivalent of nurses) looking after 44 000 prisoners, most of whom are healthy men aged between 15 and 50-a group that in the community has low consultation rates (although prisoners undoubtedly have much higher illness rates than their equivalents in the community). In addition all prisons contain a small "hospital," and almost every prison I visited had, for instance, an x ray machine. The costs of the prison medical service cannot be disentangled from the cost of the whole prison service, but I can only assume that they are much higher than for an equivalent group in the community. My point is not that this should not be so, but rather that it would be hard to maintain the differential if prison health care were provided by the NHS.
Another formidable problem would be that the NHS is organised on a regional and district basis, while prisons are organised nationally. The Isle of Wight, for instance, contains three prisons, two of which are maximum security and one of which has a surgical hospital and special facilities for mentally disordered prisoners. For the Isle of Wight District Health Authority or even the Wessex Regional Health Authority to have the money and resources to provide for the prisons would require careful central planning.
Compromise
This analysis of the benefits and losses that would arise from incorporating the prison medical service into the NHS boils down to the conclusions that there would be considerable practical difficulties for benefits that seem only theoretical. Yet the fact that prison doctors in Scotland and Northern Ireland are much closer to the NHS does seem to have resulted in services that are much less suspect to outsiders. Maybe a compromise could be found in England and Wales in that there would continue to be a centrally organised service, but it would be part of the DHSS and not part of the Home Office. There could continue to be full time doctors, but they would do more outside the prisons, which should be easier to arrange if they were employed by the DHSS.
Professor John Gunn has suggested that there might be a special health authority under the DHSS responsible for providing health care to all secure institutions, including both prisons and special hospitals. This might well be a workable compromise, and I suspect that to take the prison medical service out of the Home Office would produce real benefit, even if to the people within the Home Office it seems to be only a matter of changing names and paymaster. Image is vitally important with such politically sensitive problems as imprisonment.
